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Case Report 
Surgical Management of Large Desmoid Tumour of
the Anterior Abdominal Wall
Ahmad Ridzwan Arshad and Basiron Normala, Department of Plastic and Reconstructive Surgery, 
Hospital Kuala Lumpur, Kuala Lumpur, Malaysia.
Desmoid tumours are uncommon. They are locally invasive and incomplete excision leads to recurrence,
which can pose a significant management challenge. Patients therefore require effective treatment, which
essentially entails tumour excision with a clear surgical margin. The resulting wide defect may lead to 
difficulty in closure of the anterior abdominal wall. We report our experience in treating large desmoid
tumours of the anterior abdominal wall. Between January 2000 and December 2001, three patients with
large desmoid tumour of the anterior abdominal wall were treated with wide excision, which included a
3-cm margin of uninvolved tissues. This led to a considerable abdominal wall defect. The peritoneal defect
was closed as a separate layer, though under considerable tension, while the abdominal wall musculature
defect was closed with a polypropylene mesh. All three patients recovered well with no immediate or late
postoperative morbidity. Follow-up until December 2006 has not revealed any tumour recurrence or 
hernia development. Wide excision of an anterior abdominal wall desmoid tumour with a clear margin of
3 cm including the peritoneum should be considered when managing such tumours. Closure under tension
of the peritoneum did not seem to produce any morbidity. [Asian J Surg 2008;31(2):90–5]
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Introduction
Desmoid tumours are uncommon, with an overall reported
incidence of 2–5 per million population.1,2 These tumours
can appear anywhere in the body, but the most common
site of predilection is the anterior abdominal wall, with an
incidence of 50%.3–6
It is essential that correct diagnosis is made prior to
surgical management as incomplete tumour removal or
involved excision margins will lead to recurrence and, like
with any other form of cancer surgery, these pose addi-
tional challenges as further surgery is often associated
with morbidity and an increased likelihood of local relapse.
Effective surgical management warrants a clear surgical
margin of at least 3 cm, which may leave a considerable
defect.2,4 The latter can lead to a compromise in the excision
margins when dealt with by surgeons who are not familiar
with reconstructive techniques. A tissue biopsy is therefore
essential before planning surgery.
Case reports
Between January 2000 and December 2001, three patients
with desmoid tumour involving the anterior abdominal
wall were treated at the Department of Plastic and Recon-
structive Surgery, Hospital Kuala Lumpur, Malaysia. The
demographic data and clinical findings of all three
patients were recorded in detail and preoperative investi-
gations included fine needle aspiration cytology, trucut
biopsy and computed tomography (CT) scan of the
abdomen and pelvis. A large desmoid tumour is defined
as one with diameter > 10 cm.7 Details of the operative
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procedure, histological analysis and follow-up informa-
tion were likewise recorded. Patients were followed-up
every 3 months in the first 2 years and every 6 months
subsequently.
Case 1
A 27-year-old Malay woman presented with a painless swell-
ing in the left iliac fossa which she initially noticed during
the last trimester of her third pregnancy, the delivery of
which was uneventful. She was seen at our clinic 10 months
after this childbirth and said that there had been no changes
in the size of the mass since the delivery. On examination,
there was a non-tender mass measuring 17 × 15 cm in her
left iliac fossa with evidence of fixity to the underlying
abdominal wall musculature (Figure 1). Ultrasound scan
demonstrated an abdominal wall tumour, later confirmed
on abdominal CT (Figure 2). A diagnosis of desmoid tumour
was made based on the results of a trucut biopsy.
She underwent an operation 2 months after being ini-
tially seen. Tumour excision with 3-cm healthy margins
including the peritoneum was performed since the mass
was adherent to it. This resulted in a peritoneal defect
measuring 23 × 21 cm in diameter. Reconstruction of the
anterior abdominal wall defect (Figure 3) began with clo-
sure of the peritoneal defect separately, which was approx-
imated with 4’0 polyglactin suture. This was ultimately
achieved even though there was slight tension on closure.
A large polypropylene mesh was then sutured to the excision
edge of the anterior abdominal wall musculature using
Figure 2. Case 1: computed tomography scan of the abdomen
shows a desmoid tumour.
Figure 3. Case 1: defect in the anterior abdominal wall after exci-
sion of the desmoid tumour.
BA
Figure 1. Case 1: (A) anterior view of the lower abdomen; (B) lateral view of the lower abdomen.
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Figure 6. Case 2: (A) anterior view of the lower abdomen; (B) lateral view of the lower abdomen.
4’0 prolene sutures (Figure 4). Skin closure was performed
in the usual manner.
The patient’s postoperative recovery was uneventful
and she remained well at 5 years follow-up with no evidence
of tumour recurrence or development of an incisional
hernia (Figure 5).
Case 2
A 28-year-old Malay woman presented to the plastic surgical
clinic with a history of an abdominal mass in the left iliac
fossa that she noticed very early on in her second pregnancy.
She went on to have an uneventful normal vaginal deliv-
ery. The mass had been slowly increasing in size in the last
4 months. Her first baby had been delivered by Caesarean
section 3 years previously. On abdominal examination, she
had a non-tender, firm, well circumscribed mass measuring
15 × 15 cm in her left iliac fossa that was adherent to the
anterior abdominal wall muscles (Figure 6). CT demonstrated
the presence of an abdominal wall tumour (Figure 7) while a
trucut biopsy confirmed the presence of a desmoid tumour.
She was operated on 4 months after she was initially
seen. At surgery, full thickness excision of the tumour mass
with a 3-cm margin of healthy tissue down to the peri-
toneum was performed. The tumour mass was noted to
be adherent to the left iliac crest and a portion of the iliac
Figure 4. Case 1: defect in the anterior abdominal wall recon-
structed with prolene mesh.
Figure 5. Case 1: anterior view of the lower abdomen 60 months
after surgery.
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crest was resected en bloc. The specimen weighed 1.2 kg and
closure of the anterior abdominal wall defect was once
again performed by first approximating the peritoneal edges
using 4’0 polyglactin sutures followed by reconstruction
of the abdominal wall defect with a polypropylene mesh.
Her recovery was uneventful and there was no recurrence
at 5 years’ follow-up.
Case 3
A 28-year-old Malay woman had noticed a painless swelling
on the right side of her abdomen during her third preg-
nancy. She was told that it may be a uterine fibroid and
instructed to proceed with her pregnancy. The progress of
her pregnancy was uneventful and she went on to deliver
normally. The mass, however, grew rapidly thereafter.
Clinical examination revealed a large abdominal mass
measuring 25 × 20 cm, correlating with the size of a full-
term pregnancy (Figure 8). Abdominal CT showed that
the mass arose from the muscles of the anterior abdominal
wall (Figure 9) and biopsy confirmed features consistent
with a desmoid tumour.
This patient was operated on 3 months after her deliv-
ery. Surgical intervention entailed tumour excision with 
a 3-cm wide macroscopic clear margin that included
resection of the right anterior superior iliac spine and iliac
crest as the tumour was adherent to these structures. The
tumour weighed 4.3 kg (Figure 10). Concurrent tubal lig-
ation, to avoid further pregnancies, and appendicectomy
were performed. Closure of the peritoneal layer, though
under considerable tension, was possible. The musculo-
fascial defect was closed with polypropylene mesh.
The patient’s postoperative recovery was uneventful
(Figure 11). At 5 years’ follow-up, she was noted to be well
and there was no evidence of local recurrence.
Discussion
All our three patients with anterior abdominal wall des-
moid tumours were females in their late twenties (Table).
Tumour development appeared to be associated with preg-
nancy even though the tumour itself did not affect the
progress of pregnancy or wellbeing of the fetus. At surgery,
full thickness excision of the affected anterior abdominal
wall musculature was performed, inclusive of a 3-cm margin
of uninvolved tissue peripherally, which created a substan-
tial abdominal wall defect. In all three cases, peritoneal
closure was under tension, especially in the third case. There
Figure 7. Case 2: computed tomography of the abdomen shows
a desmoid tumour.
A B
Figure 8. Case 3: (A) anterior view of the lower abdomen; 
(B) lateral view of the lower abdomen.
Figure 9. Case 3: computed tomography of the abdomen shows
a desmoid tumour.
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Table. Patient characteristics
Patient
Age
Race Sex
Tumour Tumour Peritoneal wall defect Immediate 
5-yr follow-up
(yr) size (cm) weight (kg) size (cm) complications
1 27 Malay F 17 × 15 1.8 23 × 21 None No recurrence
2 28 Malay F 15 × 15 1.2 21 × 21 None No recurrence
3 28 Malay F 25 × 20 4.3 31 × 26 None No recurrence
was no difficulty in closing the skin incision however and
postoperative recovery was uneventful in all three cases.
Likewise, primary wound healing was successfully achieved,
and at follow-up up to 5 years later, there were no tumour
recurrences, bowel obstruction, or abdominal wall herni-
ation occurring in any of the three cases.
Desmoid tumour, also known as aggressive fibromato-
sis, is an uncommon tumour. The condition was first
described by MacFarlane in 1832.1,4 The term desmoid,
which is from the Greek word desmos that means band of
tendon was applied to these tumours by Muller in 1838.1
The reported incidence of desmoid tumours is 2–5 per
million population.1,4
The most common site of predilection for desmoid
tumours is the anterior abdominal wall, with a reported
incidence of 50%.3 Other sites where they can occur
include the shoulder girdle, chest wall and thigh.3–6 These
tumours predominantly affect young adults, the median
age being in the early thirties, but it can occur anytime
between the age of 15 to 60 years. There is a twofold or
threefold female predominance.6
Desmoid tumors are locally invasive with no metasta-
tic potential. The goal of treatment is therefore complete
tumour excision as well as avoiding the development of
complications such as hernia. Accurate diagnosis is essen-
tial, so that surgery can be planned with a wide margin of
clearance together with reconstruction of the surgical
defect.
Histologically, desmoid tumour are composed of long
sweeping fascicles of differentiated fibroblastic cells with
ill-defined cytoplasmic borders, delicately staining nucle-
oli, and only rare mitosis. Broad bands of collagen similar
to that seen in keloids may be present. Slightly dilated
blood vessels with a prominent endothelium and muscular
walls are typical. The lesion is often surrounded by com-
pressed atrophic muscle fibres that may also be invaded
by proliferating fibroblasts. Microscopic tumour infiltra-
tion beyond the margins explains the common recurrence
of locally excised desmoids.3
They are best diagnosed by trucut biopsy or incisional
biopsy. Ultrasound will usually show the tumour arising
on the anterior abdominal wall and CT will define the
margins of these tumours.
All our three cases were females in their late twenties
who presented with a painless abdominal wall mass that
they had become aware of during pregnancy. They were
advised by their obstetricians to allow their pregnancy to
Figure 10. Case 3: intraoperative view of the desmoid tumour; it
weighed 4.3 kg.
Figure 11. Case 3: at 48 months’ follow-up.
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continue to progress and this did not seem to affect the
outcome of their pregnancy, with full-term normal delivery
achieved in all three patients. The presence of a desmoid
tumour in our patients did not seem to affect the progress
of their pregnancy. The relationships among sex, pregnancy
and hormonal changes remain unclear.
These tumours arise from the anterior abdominal wall
musculature, expanding gradually and reaching the peri-
toneal layer. Superficially, the skin is spared of any exten-
sion. Radical resection followed by reconstruction of the
defect is the recommended form of treatment. Recurrence
rates from incomplete excision have been reported to be
in the range of 25–50%.3,4,6 Surgery should be planned
with wide excision margins in mind and reconstructive
options should be considered prior to excising large abdom-
inal wall desmoids. As abdominal wall skin is spared of
tumour extension, only the peritoneal and abdominal
musculature defects need to be reconstructed. Expanded
abdominal skin as a result of pregnancy may have been
helpful in surgical skin closure.8 The closure of the peri-
toneal layer is usually tight because a considerable width
of peritoneum has to be removed with the tumour, but
somehow the peritoneal cavity accommodates its content.
There is a possibility that the peritoneal layer stretches with
the return of bowel movement. As illustrated in Case 3,
the peritoneal defect can be large and yet, postoperative
recovery can be uneventful, with the patient resuming
oral intake by postoperative day 3. Stretching of the peri-
toneal layer as a result of the patient’s recent pregnancy
may have been a contributory factor in allowing closure
of the peritoneal defect with no resultant morbidity.
Other alternative forms of treatment mentioned in
the literature are radiotherapy, hormonal manipulation
and chemotherapy.1,4,6,7,9–11 The role of these modalities
are as yet not entirely clear. Nonsurgical methods of treat-
ment should also be considered for treating recurrent
desmoid tumours that are unresectable.1,4,6,7,9,10
In conclusion, desmoid tumour of the anterior abdom-
inal wall is rare. In our series, all three patients were young
women of childbearing age, who presented with a large
anterior abdominal wall mass that they had noticed during
pregnancy. Radical resection of the affected abdominal
wall musculature down to the peritoneum was performed
to include a peripheral margin of 3 cm of uninvolved tis-
sue, which resulted in an effective outcome. This large
defect was reconstructed with prolene mesh. Direct clo-
sure of large peritoneal defects does not seem to produce
any morbidity.
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